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EDITORIALS 


Now that we are back in the traces again with an erythema 
imparted by Old Sol himself, what are our plans for the coming 
year? What of the pungency of the pines, the snap of the salt air, 
the haunting breath of wood smoke or the lure of a tucked away 
shop in Paris can we take into our work to make it better? Nor 
let us forget that our work does not stop with the electric cur- 
rent or the mechanics of our profession—morale is a vital part. 
To whom better than yourself can a patient turn during the long 
term of convalescence? Proportion can become so strangely dis- 
torted when activity in the work-a-day world is stopped. Recon- 
struction of the body often calls for reconstruction of the mind as 
well. “A philosopher, guide and family friend” can as easily regu- 
late milliamps or manipulate a knee as a uniformed physiotherapist. 


The July-August number of The Crippled Child gives a most 
inspiring as well as practical aspect of the social problem of the 
physically disabled. Dr. Osgood of Boston traces the care of crip- 
ples from the days of Hippocrates to the present time, enumerating 
names that are in the very warp and woof of our tradition. We 
are indeed heirs to a vast humanitarianism. The work of the In- 
ternational Society for Crippled Children should be of special in- 
terest to us who come in daily contact with conditions which can 
be prevented by even a little care. Dr. William Muir Auld re- 
assures us when he declares “The causes of deformity are ‘both 
known and preventable.” 


Mrs. Mary Pete has resigned as chairman of the Educational 
and Publicity Committee. Miss Alice Plastridge, Suite 1024, 307 
North Michigan Boulevard, Chicago, will take her place. Any busi- 
ness of this committee should be addressed to her. 


The Editor takes this opportunity to acknowledge to the Hos- 
pital Library and Service Bureau the credit due them for the biblio- 
graphy on Physical Therapy mentioned in the report of the Com- 
mittee on Education and Publicity in the June issue of THe Review. 


All past mothers, grandmothers, aunts and uncles who helped 
our A. P. A. take its first steps will understand and appreciate the 
step taken by the members in “good and regular standing” at Wash- 
ington this May. Dues raised from three dollars to five dollars 
means a greater possibility of nearing the goal whereby the Asso- 
ciation can carry out its Constitution. See Article 11—Purpose. 
You cannot pinch the pennies and do your best work and by the 
same token you cannot receive from the Association its best unless 
you put your best into it. 
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EDUCATIONAL REQUIREMENTS OF THE PRESENT 
AND FUTURE IN PHYSIOTHERAPY 


By HARRY EATON STEWART, M. D., Director, New Haven School of 
Physiotherapy 


Read before the Sixth Annual Convention of the American Physiotherapy 
Association 


To find a parallel to the growth in the range and scope of 
physiotherapy during the last decade, one must turn back to the 
development of medicine itself which occurred within the last half 
century. 


The time was, within the memory of our parents, when a physi- 
cian could qualify for practice by reading medicine in the office of 
an older physician, for a period of two years. Courses within the 
medical schools were not uniformly of four years in length until 
nearly the last of the preceding century. Later for proper scien- 
tific background ; first high school graduation, then one or two years 
of college and in many instances college graduation was demanded. 
After graduation the value of hospital experience became more and 
more impressed upon those responsible for medical education, so 
that not only are one or two years of internship required before tak- 
ing the state board examination but some schools do not grant 
medical degrees until after such experience. So we see the years 
devoted to the study of the healing art have increased from a mini- 
mum of two, to a maximum of ten, in order that a usable amount 
of the vast accumulation of knowledge in the field of medicine could 
be grasped by the student. 


In the field of physiotherapy a similar situation has arisen. 
Courses of from four to six weeks were the rule just before, dur- 
ing and immediately after the war. In the New Haven School, the 
course of technicians was four weeks up to 1920; six weeks in 1921; 
two months of double sessions to 1925; one school year from then 
on, with an optional post-graduate year offered for 1927-1928. 


The faculty find it just as difficult to adequately encompass the 
work which should be done in the present school year as they did 
in any of the shorter courses. A curriculum, to be adequate at 
present, must include more time devoted to anatomy, physiology, and 
theory and practice of all phases of physiotherapy, than a short 
course could possibly include. 


The special advantage which the present student in a high grade 
school receives is the increased knowledge which comes from suffi- 
cient time devoted to the fundamental branches underlying our work. 
Biology, embryology, physics, chemistry and especially modern elec- 
tro-physics are prime essentials. Then the proper understanding of 
the clinical application of physical measures requires that the stu- 
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dent take courses which will provide a background of clinical knowl- 
edge in medicine, surgery, orthopedics, gynecology, neurology, gas- 
troenterology and the various other specialties into whose field the 
use of physiotherapy is rapidly gaining headway. 


Exception might be taken to this point of view: The writer 
has repeatedly heard it stated that the technician need only be taught 
the management of apparatus; the rest belongs to the physician. 
One might as well say, the nurse needs only to know how to make 
up a bed and bathe a patient. Most of us would not care for the 
services of one whose thirst for knowledge and scientific interest 
could be satiated by learning to turn on and off a few machine 
switches and apply electrodes to a patient. One of the greatest joys 
in work is to have a thorough understanding of an intricate and 
varied subject. This is enhanced by one’s ability to take as large a 
part as possible in such an important branch of human endeavor as 
is the treatment of patients. 


The fact that occasionally an individual may assume too much 
of the responsibility that properly belongs to the physician is no 
argument against the general principle advanced; namely, that the 
more intelligent and more thoroughly educated the physiotherapy 
technician is, the more efficiently will she do her work, and the 
greater will be her interest in and love of it. 


If it seems at first thought that the course cutlined is unneces- 
sarily long and thorough in the light of what most of you received 
and what you have been able to accomplish, you must remember 
how changed conditions are today. You were in competition with 
others of like training and education, and have by experience, experi- 
ment, reading and meetings like these been keeping up with the 
newer phases of the work. Thus you have been adding steadily and 
almost imperceptibly to your initial store of knowledge. The pros- 
pective student of today must acquire this knowledge in school in 
order to be properly equipped for the work. 


There has been considerable discussion recently about the back- 
ground and educational training preferable for a student in physio- 
therapy. During the first five or six years following the war stu- 
dents came almost entirely with a physical education or a general 
educational background ; since then there has been a steady increase 
in the proportion of graduate and under-graduate nurses attracted 
to this field. Practice has demonstrated that either type of pre- 
liminary training is adequate when supplemented by a school year 
course in physiotherapy. Probably hospitals and clinics devoted 
mainly to infantile, spastic and posture reeducation will be best 
served by a graduate of physical education as well as physiotherapy. 
On the other hand, in the general and surgical hospitals, and indus- 
trial accident clinics, some nursing training is a helpful addition. 
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The recent very rapid growth of hospital departments is bringing 
with it the need for additional training, experience in managing a 
department and the ability to teach simple theory and practice. 


It is difficult to see how a beginner entering the field at this 
time can acquire these attainments without an additional year of 
graduate study or experience in a large clinic where training in both 
practice and theory is available. All signs point to the indication 
that the regular course of training will, before long, be two years, 
and that preparatory thereto, the prospective pupil will be required 
to have three years of nursing, physical education or college work. 


The higher the educational standard for this work, the greater 
is the challenge to the right type of individuals and the more thor- 
oughly will they be prepared for the high calling of physiotherapy 
technicians, a field that is most rich in both service and reward. 


—— 
: 
e 
r 
it 
e 
st 
dd 
it 
s 2 
h 
0 
e 
Bs 
n i 
4 
; 
1- 
al 
ur 
st 
y. 
n. 
j 


6 Tue PuyslorTHERAPY REVIEW 


SCHOOL FOR CRIPPLED CHILDREN 
CHICAGO, ILL. 


(Contributed.) 


The Dr. Walter S. Christopher School for Crippled Children, 
. located at 51st St. and Artesian Ave., Chicago, Ill., was opened Jan. 
17, 1927, with an enrollment of three hundred (300) pupils. This 
modern one story building, especially adapted to the needs of crip- 
pled children, replaced the old Fallon School for Crippled Children. 


The Christopher School probably is the most up-to-date, best- 
equipped school of its kind in the city. It really should be seen to 
be fully appreciated. It is rectangular in shape, having a good sized 
center court. This open space allows the court rooms plenty of 
fresh air and sunlight, and also serves as a playground for the pri- 
mary children. The landscaped yard in front of the building serves 
as a playground for the older children. 


At each of the six entrances are two ramps, as well as a center 
stairway, making it unnecessary to climb any stairs unless one so 
desires. There is a covered bus entrance at the rear of the building, 
the loading platform of which is level with the floor of the busses. 
This convenience does away with lifting and carrying the most help- 
less pupils. 


A few of the special features of the building not already men- 
tioned are: The mastic tile floors throughout. These are easily 
kept clean and are not slippery. The wash basins in each room save 
time and energy of both teachers and pupils, particularly in the 
lower grades. Special adjustable desks made it possible for each 
child to be comfortably seated. The unit system of heating and 
ventilating assures an even temperature and plenty of fresh air. The 
fans are regulated in the class room by an electric switch. An attrac- 
tive assembly hall at the east side of the building is decorated in 
Spanish style, and a quiet library at the west side of the building is 
finished in soft grey, with a fireplace in the center of one wall. 


The education of the pupils is directed by seventeen (17) teach- 
ers, twelve (12) regular grade teachers, one household arts, one 
printing and manual training, one commercial, one special speech, 
and one extra teacher whose duty it is to coach children who have 
fallen behind in their work, as well as to make home calls to secure 
information and histories. 


The corrective unit consists of a gymnasium, six treatment 
rooms, shower room, tank room for exercises and doctor’s office. 
There are three (3) physiotherapists, one visiting nurse doing physi- 
otherapy work and one Municipal Tuberculosis Sanitarium nurse, 
who does all dressing and other general health work. The treatment 
given consists of baking, massage, muscle training, hydrotherapy, 
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and light therapy. Besides doing this work, this department takes 
children to various clinics about the city, to bracemakers, shoemakers, 
dentists and oculists; in short, any physical need of any child is 
cared for. The types of cases in the school are as follows: Polio- 
myelitis, spastic, tuberculosis (bone), cardiac, muscular dystrophy, 
arthritis, osteomyelitis, congenital deformity, ricketts, brachial paraly- 
sis, scoliosis, epiphysitis, spina befida, hydrocephalis, sclerosis, fred- 
ericks ataxia. 

It may be of interest to know that for the present enrollment of 
three hundred and forty-three (343) there are fifty (50) people em- 
ployed to look after the welfare of these children. They are as 
follows: One principal, one clerk, 17 teachers, 3 physiotherapists, 
1 special speech teacher (1 day a week), one visiting nurse, one M. 
T. S. nurse, 9 bus attendants (4 who stay all day), 2 special attend- 
ants, 4 lunch room attendants, and 9 chauffeurs who transport the 
children to and from school. 
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PHYSIOTHERAPY IN GENERAL HOSPITAL PRACTICE 
By EMILY WELLINGTON 


Read before the Sixth Annual Convention of the American Physiotherapy 
Association 


The subject assigned to me covers a very broad field; broader 
than my experience has been, I am afraid. However, there are cer- 
tain things true of iiny type of hospital, and | shall be glad to give 
you a little of what has come to my mind as important and which 
pertains to every hospital if it is to successfully conduct a physio- 
therapy department. 


Primarily, the hospital staff of surgeons, physicians, and in- 
ternes must be favorably disposed toward physiotherapy. I have 
found that the hardest attitude with which to cope is that of indif- 
ference. Where there is open hostility there is usually a disposi- 
tion to argue or discuss a point, and adverse criticism often acts as 
a spur to produce the best work possible. This is of course only 
true when the criticism is outside of one’s own department. In 
any line of endeavor it is very easy for one to drift into a daily 
routine. This is sometimes devoid of conscious effort. Many of us 
perhaps gradually lose the habit of real thinking, and unless there is 
a constant probing of incentive, we fall into this crime of routine, 
which is unfair to ourselves, our patients, and our profession. Fol- 
lowing the war, the incentive was ever present. Every time we 
change our position and take on new responsibility it is present. But 
after we have made our contacts, feel our position secure, we are 
often apt to drift. This may be true of those in charge of depart- 
ments, but how much more true it is of the average technician. 


Therefore, secondly, | mention the importance of the right 
technician. It is essential, providing that physiotherapy is accepted 
by the staff, to have women with the types of minds that are scien- 
tific in their trend. The Director of Physiotherapy, even though 
he be resident, which is ideal and also rare, cannot possibly be ex- 
pected to detect in his routine examinations, all indications and 
contra indications for treatment. It is necessary for a successful 
physiotherapy department to have technicians who are interested 
enough in their work to question the patients daily as to their re- 
action to the previous treatments. This can be done casually with 
a minimum of personality involved and will be a great asset to the 
doctor. He can then consult with the surgeon in charge of the 
case and this will engender good feeling and professional interest 
in individual treatment. It will also act in another way. It will 
make the indications for physiotherapy apparent to the physician 
referring patients for physiotherapy. There is a great deal of mis- 
sionary spirit needed; the patient, plodding, inexhaustible spark in 
the man who will not go too far nor probe too deeply into this sub- 
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ject when he is not certain of his welcome. I have seen such sor- 
rowful results from over-enthusiasm. 


In this connection I recall the surprise when a patient referred 
to us was returned without treatment and with a note saying that 
physiotherapy was not indicated as we had never found any good 
results from treatment in that particular kind of case. That one in- 
cident did more than many successful results to gain the confidence 
of the surgeon who had evidently had the idea that we considered 
our work the final end-all of medicine. We are only sorry that 
often, as soon as we feel we have educated a doctor to use our de- 
partment, his services are often transferred to other institutions. It 
would be discouraging if we did not feel the call of pioneers who 
revel in new fields. 


I was fortunate to hear Dr. Frank B. Granger of Boston on 
this same subject at the New York Academy of Medicine this winter. 
Several of the things which he brought out I feel you will be in- 
terested in. Our speaker Monday evening mentioned the statistics 
of the Aetna Life Insurance Company, so I shall not repeat, but only 
add that physiotherapy has a great field in industrial accidents. On 
the other hand, some insurance companies in some states refused 
to pay the bills where physiotherapy was included, because of in- 
adequate charges. This was doubtless the case where the insurance 
company referred its cases to private offices for treatment. 


Dr. Granger spoke encouragingly of the fact that the Ameri- 
can Medical Council was devising ways of bringing before the medi- 
cal profession whatever is good in physiotherapy. 


Financially, a physiotherapy department does not always pay. 
The Boston City Hospital has not done so, but the Reconstruction 
and Beekman Street Hospitals of New York City are self-support- 
ing and act as a contributory service to other departments. 


As I have mentioned before, the ideal arrangement is to have 
a resident doctor in charge of physiotherapy. He should give his 
full time and be paid for his services. He should have a knowl- 
edge of all branches of medicine and therefore feel able to consult 
with the doctors of all services. He should be assigned to sub- 
divisions of the hospital and become acquainted with other branches 
and their problems, and be able to tactfully point out where phys- 
iotherapy may be an adjunct. The Director of Physiotherapy 
should be given careful diagnosis and laboratory examinations and 
have access to all the case files. But the final decision of the type 
of treatment in physiotherapy must rest with the Director. Other 
departments may merely suggest. 


One surgeon had a fixed idea that our department was estab- 
lished for his use when he saw fit to make use of it and only in the 
exact way in which he saw fit. A charge nurse was wearing a long 
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face and complaining of pains in her neck. “Get some heat and 
massage.” When our doctor examined her and found it a myositis 
he recommended static electricity. The nurse was timid and never 
reported for treatment. The following day the surgeon inquired 
about this and was very much annoyed that she had not received the 
treatment which he had recommended. We explained that we felt 
that her symptoms required other methods which would prove much 
quicker and that his idea was merely to try and keep her on duty 
and feeling fit the quickest possible way. It may be interesting here 
to note that this surgeon in referring patients to us simply orders 
“Physiotherapy.” I feel I cannot emphasize too strongly the im- 
portance of keeping the good will of all the physicians in the hos- 
pital. 


This is very much more simple if the Director of Physiotherapy 
is a resident, as | have pointed out. At our hospital we have a doc- 
tor only two mornings during the week. This naturally puts a great- 
er responsibility on the technician in charge. Our routine, which 
we have found satisfactory, is to call our doctor by telephone, give 
him the diagnosis of each new patient and ask him to recommend a 
temporary treatment. The patient is then given an appointment to 
see the doctor before his second treatment, when the prescription is 
changed or oked. This brings me to the subject of record sheets. 
We have found that the simplest form is the best. Therefore, we 
have only two records for each patient: One, the file card, kept in 
the office, containing brief history and diagnosis; two, the treatment 
sheet, which is of uniform size with the other hospital charts, and 
is filed at the completion of treatment with the hospital records. 
On this appear the patient's name, clinic, or hospital numbers, and 
department numbers, and doctor’s orders. There is a column for 
each day’s date and the initials of the technician giving the treatment. 
The doctor’s examinations are recorded on this sheet, making it a 
complete record. 


In the actual giving of treatment we have found that it is most 
satisfactory to have each technician specialize in one section and have 
the patient progress from one section to another. I must confess 
that I think the patient loses somewhat from this method, but where 
we are handling numbers of patients in a limited space, this seems 
the only practical method. In a private office where appointments 
are made and kept, I think it must be ideal to have one technician 
carry each patient through his entire treatment. In our department 
two technicians can easily manage three diathermy, three ultra violet 
ray, and two galvanic machines at the same time. These are given 
in one room and the treatment sections divided off by curtains or 
sheets. These are hung by curtain hooks from copper wire which 
is strung across the room at intervals. When not in use the cu- 
tains are pulled to one side, and for many of the treatments they 
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are not needed. The great majority of our patients are men and by 
asking the woman patients to report in the afternoon, our problem 
of privacy is easily met. 


As to equipment: The types of machines needed depend upon 
the kind of cases in which the hospital specializes. If it specializes 
in children or tuberculosis, ultra violet ray will predominate. If it 
is neuro-psychiatric, hydrotherapy will. But in industrial accidents, 
we have made use of all the types, or “bottles,” as Mr. Pacimi put 
it, and it is difficult to say to what degree—a minimum of hydrother- 
apy, I should say. 


The great majority of our cases are fractures. Here we have 
found the cooperation of the surgeons excellent, and we receive many 
patients the day following the accident. This is particularly true 
of Colles fractures. We begin with radiant light and heat, gentle 
massage, and passive motion of the fingers and static electricity. The 
decision of the actual time to begin motions, remove splints, etc., 
rests with the surgeon in charge of the case. The physiotherapy 
department should never assume this responsibility. Our hospital 
staff has done away with permanent removable casts. In fractures 
of the femur and humerus, the patient is placed in a balkan frame 
with traction, and heat and massage are applied very soon. In frac- 
tures of tibia and fibula, there is a posterior splint which comes up 
at right angles and supports the foot, and lateral splints which can 
be easily removed without danger of lack of support. Where there 
is marked ecchymosis, static brush is indicated and the swelling and 
discoloration rapidly disappear, the pain being relieved by the pres- 
sure being removed. 


Perhaps the most outstanding result of our work recently has been 
in cases of bursitis, perhaps because the results in fractures has been 
recognized. In many cases we can say both clinically and by reports 
of the x-rays, the results were one hundred per cent perfect. The 
treatment given is as follows: first, grounded auto-condensation, 
using the high frequency machine as in diathermy, with an insulated 
pad on which the patient lies, holding a rod in cases of subdeltoid, 
subcorocoid or subacromian. ‘The operator then places his finger 
tips over the point of pain and uses the current to his tolerance. It 
is easily seen that the heat is concentrated directly over the bursa, 
the area of which is so small that no other method could give as 
much heat without danger of burning the skin. This treatment is 
followed by massage and static brush discharge. We have seen a 
well calcified bursa entirely absorbed in twelve treatments, this report 
verified by x-ray plates. Usually the clinical symptoms disappear 
in less time. One patient we have just discharged had had discom- 
fort for a year following the shoveling of snow. After five weeks 
of treatment the x-ray showed a perfect result, and we received 
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an appreciative letter last week. He spoke of the pleasant atmos- 
phere of our department and | cannot close without mentioning the 
importance of this in our work. 


Wherever there is physical disability, it is always accompanied by 
mental, to some degree. A hospital at its best is not a pleasant place 
and the lives of those staying there are anything but normal. How- 
ever, if a patient finds himself being cared for by those who have a 
pleasant outlook on life, he cannot help absorbing a little of their 
attitude. I have never found that any treatments were improved 
when they were given with a maximum of professional attitude and 
a minimum of personality. Also, | have never found that it does not 
always pay to give a little more of human kindness than our work 
demands or requires. 


Here again I feel I must mention the missionary spirit and to 
those of you who are working in hospitals, perhaps more than in any 
other branch of our profession, | would bring this message: Be of 
good cheer. 


Beekman Street Hospital, New York City. 
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HELIOTHERAPY IN THE TREATMENT OF 
LARYNGEAL TUBERCULOSIS 


By ELEANOR FISHER, Chief Aide 


Heliotherapy in the treatment of the larynx had been used for 
some time in Europe prior to its use in this country by Dr. Alexius - 
M. Foster in 1910, at The Cragmor Sanatorium, Colorado Springs. 
The success attained with heliotherapy in the treatment of various 
forms of tuberculosis led him to attempt to apply sunlight to the { 
diseased larynx with plate glass laryngoscope mirrors. This was | 
not very satisfactory, as it caused hyperaemia and inflammation of 
the laryngeal tissues. In 1914 Mr. Frank Verba entered Cragmor 
as a patient with a very extensive active tuberculosis of the larynx. 
Mr. Verba was of an inventive turn of mind and his natural interest 
in the subject led to his invention of the Verba laryngoscope, the 
instrument we use today to direct the condensed sunlight to the 


larynx. 4 
In the past year we have treated with heliotherapy fifty cases of 4 
laryngeal tuberculosis with some excellent results. In many of : 


these patients this was a secondary condition, for they were of the 
far advanced type of pulmonary tuberculosis. Favorable results in 

this treatment depend so much upon the patient’s general condition . 
that this is constantly kept in mind and everything possible done to f 
build up his resistance. General heliotherapy is prescribed in con- . 
junction with the local treatment and if the general condition does 
not warrant general heliotherapy, general aerotherapy is given. 


Fort Bayard has a most wonderful climate for the treatment 
of all forms of tuberculosis. We are located at an altitude of 6,170 
feet above sea level and have sunshine eleven months out of twelve. 
Such favorable weather conditions are a great advantage in giving 
heliotherapy treatment, for when once started they can be given 4 
almost continuously. 


All the laryngeal tuberculosis cases are referred to the a 
Physiotherapy Department by the laryngologist, an enthusiast on . 
heliotherapy for tuberculous throats. Heliotherapy does not in any 3 
way interfere with any medication prescribed. The Physiotherapy . 
Technician giving these treatments has made a special study of the . 
anatomy of the throat, and has a world of patience, two qualifica- 4 
tions necessary in the instruction of these sick men in the use of 
the laryngoscope. This is a treatment patients must learn to give 
themselves. 


The following technic is used at this hospital: The laryngo- 
scope is fastened to the back of a chair, or special wooden apparatus 
we have had built for this purpose. The sunlight strikes the metallic 
reflector, where it is condensed and projected onto the laryngeal 
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reflector, thence upon the larynx, the image of the larynx returning 
to the observation mirror and then to the eye. The patient must 
always start the course of treatment with a small glass throat mirror 
and make observation, so that he may acquaint himself with the 
anatomy and condition of his larynx, and learn to direct the light 
properiy. After the patient has had several trials with the small 
glass throat mirror, and has learned to observe the larynx and to 
direct the condensed light properly, he then starts with his treat- 
ments and always uses the metallic throat reflector for this purpose. 


These reflectors are very sensitive and must not be touched 
with the fingers. If they need the moisture of the breath removed 
they should be wiped with a piece of absorbent cotton. If they 
become scratched they must be returned to the factory for rebuffing. 
I have tried polishing them in the Dental Department but this was 
not satisfactory. 


We sterilize these mirrors in a glass container, in a five per 
cent carbolic solution, for ten minutes, then rinse in water and wipe 
with cotton moistened with ninety-five per cent aleohol. The small 
throat reflector must always be heated warmer than blood heat before 
used in the throat. This is done by heating the back of the mirror 
over the flame of an alcohol lamp. Then we have the patient touch 
his cheek with the back of the mirror before putting it in his throat 
to be sure that it is not too hot. The tongue must be pulled forward 
and held with gauze, so as not to obstruct the patient’s view of his 
larynx, 

The first exposure is from twenty to thirty seconds and in- 
creased from twenty to thirty seconds for each treatment once or 
twice a day until three minutes are reached for the total application. 
It is held at this time for several days and then again, if indicated, 
a gradual increase is made to seven or eight minutes exposure, which 
is the average maximum total exposure of each treatment. The 
daily exposure of eight minutes does not mean that the small throat 
reflector must remain in the throat continuously for this period of 
time, but can be used at short intervals until the sum total of the 
exposures reaches the required time. 


The patient is now held to a period of eight minutes exposure 
each day until his improvement warrants a gradual decrease in the 
length of daily exposure and finally the termination of the treat- 
ment. These treatments are generally continued from two to six 
months, longer if necessary. Usually, after the first week the patient 
reports that the throat pains have disappeared. With the continua- 
tion of treatment in favorable cases the mucous dries up and im 
filtration subsides, obstinate ulcers heal, swelling becomes reduced, 
and the diseased and broken-down areas are replaced with new scat 
tissue. The voice, which in many cases was a mere whisper, is often 
improved by speaking exercises until it returns to normal. 
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Those patients who have not improved were too far advanced 
before treatment was commenced. Heliotherapy treatments were 
given to these patients as long as they could come to the sun pavilion. 
When this became impossible the laryngoscope was taken to their 
bedsides and treatment given through the open window. When 
this was no longer feasible, treatments were given from the portable 
aquitanic lamp. ‘Treatment in these hopeless cases were continued 
largely for its psychological effect. The patient is made to feel 
that something is being done for him or that he is doing something 
for himself. Of all forms of tuberculosis, these are the most pa- 


thetic, for they cannot eat and gradually die from lack of nourish- 
ment. 


SUMMARY 
This form of application of heliotherapy at this hospital needs 
further experience before definite conclusions can be reached. There 
is an increasing interest on the part of both patients and staff. The 


results obtained are sufficiently favorable to warrant continuation 
of this method of treatment. 


U.S. Veterans’ Hospital, Fort Bayard, N. M. 
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DOES CELANESE TRANSMIT ULTRA-VIOLET RAYS? 
By JOSEPHINE L. RATHBONE 


Each year as summer approaches our minds turn to the benefits 
which might be derived from sunshine, provided a body covering 
could be found which would satisfy the demands of propriety and 
yet allow the passage of ultra-violet rays. Such comments as the 
following suggest that there may be such a material: 


“Artificial Silk is ideal wear if we want to get the full benefit 
of sunshine.” (Journal of the Chartered Society of Massage and 
Medical Gymnastics, July, 1925, p. 21.) 


“Girls by wearing low, open-necked bieuses, and short skirts 
with artificial silk stockings, secured more ultra-violet rays,” than 
formerly. (Leonard Hill, Journal of the American Medical Asso- 
ciation, Aug. 8, 1925, p. 449.) 


In the Clothes Magazine of June, 1926 (Wm. Filene’s 
Sons Co., Boston), Mrs. Dorothy Swenson, who has helped in this 
investigation, mentioned that one of the properties of the acetate 
rayons is to transmit ultra-violet rays. She based her statement 
on the advertising material of the American Cellulose and Chemical 
Manufacturing Company, Ltd., which claims this characteristic for 
its product, celanese. 


The following is a report of the observations of a number of 
investigators who have been furnished samples of the “silk.” We 
regret that we cannot publish at this time the experiments upon 
which the company bases its claims. Early last winter its Boston 
representative sent to England for the data and we have every 
reason to believe that the information with further experiments by 
American textile experts will be offered to the public eventually. 


In the investigation reported here two questions have been 
kept in mind: Does the fiber itself transmit the rays, or do they 
pass through the interstices of the cloth? In other words: Are the 
results due to a singular property of celanese or may other fabrics 
of the same weaves serve the same purpose ? 


Dr. Frank B. Granger of Boston had negative results from 
his preliminary experiments on the skin of a subject. Small pieces 
of the material of heavy grade and different colors were placed 
on the back of a light-skinned person, and a quartz-mercury burner 
(air-cooled ultra-violet) lamp allowed to shine on it from a dis- 
tance of twenty inches for two minutes. The erythema developed 
only between the samples, the celanese not transmitting any more 
ultra-violet apparently than the paper tags pasted to the corners of 
the samples for identification purposes. “A second experiment con- 
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sisted in placing four samples of celanese satin on the skin of the 
arm, the same being covered with an oblong piece of metal which 
had four windows, and the rest of the arm being covered with heavy 
cloth. A _ ten-minute exposure at twenty inches was given with 
absolutely no reaction. The same was true for one of: the heavier 
samples with a fifteen-minute exposure. In each case the quartz- 
mercury burner was used.” 


CELANESE EXPERIMENT, No. 1 
Tuesday, Nov. 23, 1926 


I—W.13 Satin Black 
2—W.13 Satin Melon 
3—W.13 Satin Sunne 
4—W.13 Satin Printemps 


S—T-7 Fabric Rose 

6—W06l13 Satin Gris (Patt. 101) 
7— Moire Havana 

8—T-7 Gobelin 


Dr. Charles Sheard, of the Sections of Physics at the Mayo 
Clinic, makes the following: statement in a letter of May 6, 19 27: 
“With regard to celanese, let me say to you that I have just lately 
gone down to one of our local stores and gotten some samples of 
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this material of very light weight. In other words, they are very 
loosely woven. Such materials will let through some ultra-violet 
light, for the very reason that there are a lot of pores or holes, 
Obviously, the same would be true of very loosely woven cheese- 
cloth or anything else. The point is that the material of which 
celanese is made does not transmit the ultra-violet.” 

By a series of experiments, E. Leon Chaffee, of the Cruft 
Laboratory at Harvard University, has considered the question from 


CELANESE EXPERIMENT, No. 2 


Wednesday, Jan, 5, 1927 


3—W.13 Satin Sunne 
8—T-7 Gobelin 
*2—W.13 Satin Melon 
*4—W.13 Satin Printemps 
(Changed color under light) 
Exposure, 10 minutes 
Distance, 20 inches 
(Over hand was laid a square of Gris, Havana, Black, and Rose.) 


several angles. First, he dissolved some white celanese in acetone 
and resolved it into sheet form about the thickness of cover glass. 
He found that the celanese-acetone, like his other celluloids, did not 
transmit the rays from a carbon arc light even as well as glass. He 
then made a series of spectrograph studies, in certain ones placing 
the material of different grades before the slit of the spectrograph 
and in others directly in front of the photographic plate. The spec- 
trograms made by the latter method show a clear pattern of the 
weave of the material*in the ultra-violet region. These experiments 
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bring him to the conclusion that the celanese fiber does not transmit 
ultra-violet rays. Instead, they pass directly through the meshes. 


On Apr. 14, 1927, Dr. W. J. Hooper, Professor of Physics at 
Battle Creek College, reported the following experiment on two 
samples of white celanese: “The material was placed before the 
slit of a quartz spectrograph and illuminated by the iron arc, which 
is very rich in ultra-violet radiation. As shown by the spectrogram, 
Celanese A (a firm jersey) transmitted in ten seconds radiation which 
in intensity and spectral range compares very favorably with a one 
second exposure before the open iron are. The limit of the spectral 
transmission in the ultra-violet for this sample appeared to be at 
about 2166° on the photographic plate, but was so faint that it did 
not show up on the spectrogram. Celanese B (a less porous twill 
weave) transmitted radiation in the ultra-violet to wave length 
2266°. <As will be noted on the spectrogram, the transmission in 
the physiologically effective region of the spectrum for the sample 
A is especially good for exposure of this length (of time).” On 
May 16, he added the following: ‘These observations have also 
been checked visually. The cloth was placed before the slit of our 
quartz spectrograph and illuminated by radiation from a mercury 
arc lamp made in quartz. The spectral transmission was examined 
visually by means of a fluorescent screen in the spectrograph. Three 
layers of sample A transmitted the mercury line 2537° very feebly ; 
four layers completely cut off this line; one layer transmitted this 
line with surprising clearness, and even radiations of slightly shorter 
wave length. One layer of sample B transmitted the line 2537° 
feebly; two layers cut this line off entirely. Many observations 
of the transmission limits of the colored celanese cloth have also 
been made. . Four different samples of very light weight porous 
material showed excellent transmission in the ultra-violet although 
other samples of the heavier material transmitted the rays very 
feebly and some not at all. The almost opaque nature of the heavier 
grade of the colored cloth, as well as that of the heavier white cloth 
marked Celanese B in my previous communication would indicate 
that the thin material and porous nature of the weave may play a 
greater part in the transmission of the ultra-violet radiation than we 
have hitherto thought. In other words, it would seem very prob- 
able that the celanese material itself is not as transparent to ultra- 
violet radiation as the spectrograms would indicate, due to the large 
amount of light transmitted through the interstices of the cloth.” 


Dr. W. T. Bovie, of the Bio-Physics Laboratory of Harvard 
University, after his preliminary spectrogram experiments, com- 
mented that the rays pass only through the meshes. Recent spec- 
trometric experiments made in his laboratory substantiate his first 
observations. The percents of transmission for samples of the 
material of different grades and colors were estimated by using a 
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Jersey—white 
Twill—white 


Flat crepe—green 
Moiré—blue 
Satin—pink 

V oile—pink 

V oile—tan 

Light twill—pink 
V oile—green 

Georgette—flesh 


Madras—yellow 
Madras—yellow 
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Hilger-linear thermopile in a spectroscope. The samples were 
placed before the slit of the instrument. The results show that for 
a given sample the percent of transmission is practically constant 
through a range of wave lengths from 580 to 265 millimicrons, sug- 
gesting that the interstices, not the material, is the transmitting 
medium. The weave of the cloth determines directly how much 
light shall pass through, the voiles transmitting from 40 to 50 per 
cent and the closely woven satins from 0 to 2.5 per cent. 


Mrs. Swenson, of Filene’s, had some experiments done on sam- 
ples of closely woven celanese satin in six different colors. The 
preliminary results suggest that the color may effect transmission 
in the “vital ray” region. This, if true, would suggest that the dye 
influences the permeability of the fiber itself. Therefore, it is hoped 
that more work may be done along these suggested lines and that 
the results be published. It would be interesting also if someone 
would test fabrics of different fibers, such as wool, cotton, silk, 
linen, ordinary rayon and celanese, in similar weaves to help to 
determine which materials would be best for therapeutic purposes. 


The results of the above experiments, with the exception of the 
last one mentioned, bring us to the conclusion that there is no specific 
benefit to be derived from the chemical quality of the celanese fiber, 
but it may be that its more uniform, perfect and shiny surface, due 
to the artificial manner of its manufacture, may provide cleaner and 
better reflecting meshes than other fibers. It appears at our present 
stage of information that any material of open weave (if there be 
such), the threads of which are as free from lint as is celanese, 
will transmit ultra-violet rays as well. 


However, one thing must be kept in mind. Celanese is a very 
beautiful material. Its high luster, lovely colors, and great variety 
of patterns and weaves commend it to the public. The fact that 
there is a constantly increasing demand for it is evidence that its 
users get pleasure and satisfaction from wearing garments made of 
it aside from any possible therapeutic values to be derived. 


Wellesley, Mass., May 31, 1927. 
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THE IMPORTANCE OF POSITION IN THE EXAMINA. 
TION OF MUSCLES AND IN EXERCISE 


By ROSALIE DONALDSON, Department of Physiotherapy in Section 
on Orthopedic Surgery, Mayo Clinic, Rochester, Minn. 


In connection with the after-treatment of infantile paralysis 
Dr. E. A. Sharpe of Buffalo has worked out a system of a manual 
examination of muscles in order to determine their strength. This 
method has the advantage of not needing any apparatus, and also 
gives a fairly accurate idea of what a muscle or group of museles 
can do although it is not minutely exact. In this examination the 
grades followed are normal, good, fair, poor, trace and gone. 


Normal—tThe “normal” muscles must be able to raise the part 
against gravity and a great deal of resistance. Comparison with 
the corresponding muscle on the opposite side is always useful if that 
muscle is normal. A normal leg or arm which has to do extra work 
will probably be overdeveloped. It takes considerable experience 
to know just what a normal muscle can do. The age and general 
condition of the patient must be considered. 


Good—A “good” muscle must be able to raise the part against 
gravity and resistance. 


Fair—A “fair” muscle must be able to raise the part against 
gravity. 


Poor—A “poor” muscle must be able to move the part with 
gravity eliminated. 


Trace—With a “trace” of function a flicker of contraction cam 
be felt or seen in the muscle or tendon. 


Gone—With all functions “gone” there is complete paralysis. 


In trying to ascertain the power of the hamstrings the test for 
a muscle that can be graded normal, good or fair is as follows: The 
patient is placed in the prone position with the thigh flat on the 
table. Resistance is applied at the ankle while the knee is being 
flexed. If a great deal of resistance is tolerated the muscle may be 
graded normal, if moderate resistance is overcome then it may be 
graded good, but if the knee can only be flexed without resistance 
it must be graded fair. The pull of the muscles should be watched 
carefully. It must be remembered that a weakened gastrocnemius, 
popliteus or plantaris (if the foot is fixed) will cause weakened 
flexion of the knee. There is almost no movement in which a group 
or single mus¢le may be isolated in its action as other muscles must 
be brought into play to assist in the movement. One must know 
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the origin and insertion of a muscle in order to know when it is 
working, for there is always a tendency, when such is possible, to 
substitute and make a stronger muscle do the work of a weakened 
or paralyzed one; for example, the substitution of the extensor 
proprius hallucis for an affected tibialis anticus. 


One often hears a patient with infantile paralysis say when the 
hard test for the quadriceps is attempted and he has failed to execute 
the movement, “O, yes, that muscle is completely paralyzed.” Then, 
when it is tested in an easier position, as he lies on the affected side 
with the thigh on a line with the trunk, and the knee bent so that 
the extensors are on stretch and they may get the rebound of the 
muscle from the stretched position, he is told to straighten the leg. 
This he may do with ease against the friction which is offered by 
the table surface and possibly resistance applied by the tester ; much 
to his surprise and delight he realizes that these muscles are not 
completely paralyzed after all but have simply been attempting too 
difficult a task. Often with exercise in this position the muscles may 
be strengthened so that they will eventually be able to accomplish 
the harder test. This in infantile paralysis depends on first, the 
amount of damage done to the nerve centers in the spinal cord, and, 
second, proper support and freedom from strain and overfatigue. 
A muscle should be able to perform the last of a series of exer- 
cises as well as the first. 


In testing or in exercising a muscle it is important to consider 
the leverage under which it is working. Care should be taken par- 
ticularly when exercises are given in bed. Since a flat surface is 
always best to work on, a board should be placed under the mat- 
tress beneath the hips of the patient, especially in cases of flexion 
deformity of the hips or the knees. If, for instance, in exercising 
the quadriceps or the hamstrings in the prone position in a case in 
which the muscles about the knee are emaciated, the leg is allowed 
to pivot on the bony prominence of the knee, gravity may be assist- 
ing the movement in extension and resisting it in flexion, unless care 
is used to place a support under the knee. When the knee is hyper- 
extended in the prone position it may be found necessary, before 
the knee flexors can work, to raise the foot slightly off the table to 
what would be normal position so that the leverage will be better 
and the hamstrings will not be trying to work at a disadvantage. It 
will be noticed that when either group of hamstrings is working 
better than the other the pull will be toward the stronger side. In 
making an accurate test this must be kept in mind, so that credit 
for its full amount of power is given each group. In carrying out 
knee flexion where there is limitation of movement, as there often 
is in cases of arthritis or after a leg has been immobilized in a cast 
following fracture of the femur, much better results will be obtained 
if it is possible to place the patient in the prone position. The thigh 
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should be steadied with one hand and the ankle supported with the 
other. If there is great loss of muscle power the weight of the leg 
may be supported to eliminate gravity; the danger of slipping, which 
is always undesirable, will be lessened. In this position the amount 
of motion possible may be graded more accurately. When the hip 
is not fixed, as in the sitting position with the leg over the edge of 
the table, the tendency is to allow the hip to come up off the table 
as soon as there is any pain from flexion of the knee. In the prone 
position there is better relaxation of the muscles that are not taking 
active part in the movement, which will be much less guarded. If 
it is necessary to stretch the contracted quadriceps or hamstrings 
there will be less danger of slipping and causing the patient unm 
necessary pain, than in the other more insecure positions which are 
harder to control. 


The same idea should be followed out in the treatment of the 
upper extremities. If, for example, there has been a nerve lesion 
resulting in wrist-drop, it may be impossible for the patient to raise 
the hand when it is hanging over the edge of the table palm down, 
whereas if the arm lying on the table is placed midway between 
pronation and supination, he may be able to move the hand back 
from a flexed position. If movement is impossible in this position, 
the elbow should be rested on the table while the patient attempts 
wrist extension with gravity assisting and the movement guided. 


If there is deformity present which changes the usual leverage 
under which a muscle works it must be taken into account, so that 
the weakened group may not be given an impossible task. It must 
be borne in mind that definite harm can be done by giving a muscle 
too hard work, the result being overfatigue and probably a decrease 
of power. It may also be noted that one of the chief causes of 
failure of tendon transplantation is inaccurate examination before 
hand and lack of careful muscle training and adequate support after 
the operation. 
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PHYSIOTHERAPY AND REHABILITATION OF THE 
PHYSICALLY HANDICAPPED 


By DR. HENRY H. KESSLER, Medical Director, State of New Jersey 
Rehabilitation Clinic 


Read before National Rehabilitation Convention, Memphis, Tenn. 


The program of the state of New Jersey for the rehabilitation 
of the physical handicap has for its aim the conservation of man 
power in industry. Through the establishment of six comprehensive- 
ly equipped rehabilitation clinics throughout the state, New Jersey 
is more fortunate than other states in that the disabled worker may 
be returned to his former employment quicker and with less chance 
of having disabling, physical, or mental handicaps. 


The handicaps that are eligible for rehabilitation are drawn 
from all walks of life. They sustain their handicaps and crippling 
deformities as the result of street and home accidents, from congen- 
ital and acquired disease, and as a result of industrial accidents. 


When it is realized that 40,000,000 people in this country are 
engaged in gainful occupations and that in 18 states alone over 
800,000 accidents occur annually of which at least 10-15 are left 
with permanent disabilities which may prevent them from returning 
to their previous employment, we readily see the vastness of the 
problem of the industrial handicap. 


The disabled employee who is no longer able to continue at 
heavy work because of a damaged heart, or the man who develops 
tuberculosis and even though cured hesitates to return to his former 
work, or is rejected from one job to another because of his physical 
condition, the men with hernias, flat feet, the armless, legless, and 
others seriously handicapped on account of injuries, these make up 
our army of disabled men in industry. Each year disease and acci- 
dent adds to the toll of incompetents and as a result many of these 
are prematurely thrown on the scrap heap. 


Some industries have salvaged these disabled men and have 
made them efficient and independent. Some concerns have given 
them easy jobs. The very softness of these jobs often robs the. 
handicap of all incentive. 


These men trained for certain occupations who meet with in- 
tensive injuries becc.me handicaps that are the waste product of our 
industrial life. Too often when re-employed they are inefficient 
hecause they are thrown into the job without considering their physi- 
cal fitness for it. Again they are given positions of watchmen, flag- 
men, messengers, porters, etc., when proper vocational training could 
develop their full mental energy and their remaining physical ca- 
pacities in more useful vocations. 
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New Jersey, the first state in the Union to institute the service of 
rehabilitation for these and other civilian handicaps, believes it § 
good business to salvage these men before allowing them to ke 
thrown on the scrap heap of life just as an industry deems it good 
business to salvage their by-products resultant in assets. The com 
prehensive rehabilitation service that New Jersey offers to thes 
individuals is outstanding. It contemplates: 


First: The development of a safety consciousness on the part 
of employer and employee. 


Second: The instruction of workers in the first aid treatment 
of accidents. 


Third: Physical reconstruction. 


After the worker is discharged as cured by his physician of 
hospital, he is referred to the rehabilitation clinic where physiother 
apy, functional re-education machinery and a curative workshop 
helps restore his stiff arm or paralyzed leg, his industrial shel 
shocked mind to normal. Artificial legs or other prosthesis is fur 
nished him and he is taught how to walk with these appliances. One 
man had not worked for six years as the result of a fractured skull 
and hip injury necessitating the using of crutches. After a course 
of treatment in the clinic he was referred to our curative workshop 
where he made a tool bench and cabinet and was given permanent 
employment at cabinet making. 


The industrial physical handicap who cannot return to his forme 
er employment is accorded the benefit of school training, employ- 
ment training on the job, or job-restoration. This constitutes real 
vocational rehabilitation. 


A watchmaker, who gets an infection in his hand requiring 
incision and drainage and leaving permanent disabling stiffness 
the hand and fingers, must often reconstruct his own life. Twa 
courses may be open to him, dependent on the extent and severity of 
the disability. After discharge by his physician or the hospital, 
he will seek employment at a very much reduced earning capacity, 
which will necessitate a readjustment of his mode of living, with 
a lowering of its standard; or he will seek further medical aid with 
a view to improving the physical condition of his hand. 


It is probable that by a course of intensive after treatment 
through physical methods, followed by the development of the re 
maining physiological functions of his hand, for the handicap @ 
return to his former vocation and employment. This should be tht 
primary goal aimed at by the rehabilitation service. It is far mort 
costly to the person’s morals, health and well being for him @ 
change his vocation, laboriously acquired, especially if it is at@ 
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reduced earning capacity, lowering his standard of living. It seems 
more rational that every medical and physical method be exhausted 
to the end that his physical disability be overcome, allowing him to 
return to his former work. It seems more conomic to follow such a 
course than the more expensive proposition of retaining. It must 
be remembered that the disabled civilian is as a rule an older man 
than the disabled soldier and experimentation is both costly to the 
state as well as to the individual. 


The importance of after treatment in all cases of injury received 
its impetus from the reconstruction hospitals during and after the 
World War. The development of this branch of surgery, in which 
the maximum functional restoration of the injured part consistently 
possible is the objective, has been most marked in the past eight 
years. In this development, the rehabilitation clinics have played a 
major role. By the treatment of thousands of cases, they have 
demonstrated the efficacy of this comprehensive program of treat- 
ment which embraces the normnalizing of human tissues and mem- 
bers through corrective surgery, physical therapy and _ physiological 
use of the affected parts. It has had an educational effect on the 
medical profession, hospitals and other institutions by this demon- 
stration and these agencies have installed equipment for the proper 
and thorough treatment of injury cases. 


The treatment in the clinics have been confined to corrective 
surgical treatment and after treatment. No first aid or initial surgi- 
cal treatment was accepted for care. At all times has an ethical 
professional attitude been maintained. The confidence and coopera- 
tion of the physicians and hospitals is reflected in the large number 
of cases referred by these agencies. Of the 7,684 cases treated, 
4727, fully 60 per cent, were referred by these two groups. 


On the completion of treatment, the individual either makes 
his own job restoration or is referred to the vocational director for 
training and placement. 


When it is realized that 7,684 cases were thus rehabilitated, 
it would seem that the program and procedure were quite justified. 
When it is further realized that of that number 2,434 had such 
severe disabilities as require treatment for a minimum of three 
months to two years with often a period of treatment and observa- 
tion prior to coming to thé clinic of many months if not years, the 
record is still more remarkable. The cost of maintaining a staff to 
provide employment for that group or the cost of maintenance or 
taining in new vocations for that number would be overwhelming. 
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SUMMARY 


A rehabilitation program to justify itself must show a large 
enough volume of cases to warrant the expense of its maintenance, 
While it is the moral obligation of the state to care for its under- 
privileged, still not too great a burden should be shouldered by the 


public who contribute in a fair measure to private and _ public 
philanthropies for the social welfare of those that require that aid. 


It must not duplicate the work of private agencies nor of medi- 
cal persons or institutions though it may well cooperate with these 
agencies. 


It must not be restricted to a small class of individuals, but its 
service should be offered for the greatest good to the greatest number, 


Our program seems to meet these criteria. 
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PHYSIOTHERAPY AFTER ARTHROPLASTY OF THE 
KNEE JOINT 


By MURIEL G. PATRICK, Department of Physiotherapy in Section on 
Orthopedic Surgery, Mayo Clinic, Rochester, Minn. 


After the operation of arthroplasty,’ adequate fixation is pro- 
vided by a plaster-of-Paris cast. In from seven to ten days the cast 
is taken off and the knee put in a movable splint, and passive move- 
ment is started by the patient. This splint, designed by Dr. Jepson, 
is arranged so that the upward and horizontal pulls are balanced by 
weights and the patient can flex and extend the knee to the limit 
of motion by a hand pull. A conscientious patient will extend mo- 
tion through about 15 or 20° by the time physiotherapy is started. 

At the beginning of the third week, about the fifteenth day, 
physiotherapy is usually started. This demands the fullest coopera- 
tion between the patient and the physiotherapist. If the patient has 
anv fear that the worker is not going to be careful and treat him 
as gently as possible, the movement will be guarded and maximal 
movement will not be obtained. A good way to gain this coopera- 
tion is to give the first few treatments on the splint. A short period 
of baking should be followed by light oil-massage for the first two 
days. By this time the patient will be used to having the knee 
handled and he will be eager to start on the more difficult part of the 
treatment. 

Treatment off the splint is now started with the knee well sup- 
ported by a small soft pillow. The time of baking is increased to 
twenty minutes and massage is continued longer. Active motion is 
begun gently and with a great deal of support to the joint. At this 
stage it is fully as important to develop the muscle power as the 
range of motion. The muscles must have sufficient power to carry 
out all the active motion permissible. It would be of great benefit if 
the patient could be given muscle training for from ten days to two 
weeks before the operation, especially in those cases in which the 
joint has been ankylosed for a long time; this will restore the muscle 
sense, which is often lost, and will increase muscle tone. Passive 
motion should not get far ahead of active motion; there is always 
the danger that this will result in deformity, therefore it is wise 
to concentrate on exercises that will develop the weakened muscles, 
especially the quadriceps group. “Setting” of the quadriceps is the 
best exercise to begin with. The purpose of it should be explained 
to the patient ; he can then work at it at intervals all day. It is an 
easy effective exercise that can be carried out in the splint by the 
patient without supervision. 

This should be followed by flexion of the hip with the knee 
extended while the patient lies on his back. At first considerable 
assistance is necessary and support must be given at the ankle, and 
under the knee. It is given to develop the flexors of the hip and 


IHenderson, M. S.: Arthroplasty. Minn. Med., 1925, viii, 97-163. 
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the quadriceps group. Only enough assistance should ever be given 
to insure that the patient can accomplish the movement and that 
the leg does not drop back with a jerk. After muscle power has 
heen developed by training for two or three days, active flexion is 
begun. Flexion of the knee will probably extend through 20 or 25 
degrees by this time. The supine position can be used at first, with 
support under the knee, but this position is unsatisfactory for good 
movement and should be changed as soon as possible. <A definite 
bend over the edge of the bed or table is much more satisfactory. 

By the time the splint can be removed for several hours a day, 
folded blanket or some support may be placed under the knee, and 
the height of the support increased. This point is held for a few 
minutes and then another blanket or towel is added until the maximal 
amount of flexion is reached. With the type of patient usually 
selected for arthroplasty one can depend on him for cooperation, so 
that after he has been carefully instructed this maneuver may be 
carried out, without supervision, in a bed or wheel chair. 

Exercise now may be given in any position, and it is wise to 
accustom the patient to the various positions. “Setting” of the 
quadriceps and flexion of the hip are carried out in the sitting posi- 
tion. The prone position is the most convenient for forced flexion. 

Only a few exercises should be given at first but as the patient 
gains in strength and activity the exercises may be increased ac- 
cordingly. The patient must not he forced to do too much; forcing 
the joint only brings on such pain that the patient cannot move it 
freely and destroys some of the cooperative spirit which is so essen- 
tial to a good result. 

Formerly a brace to hold the knee stable while the patient walked 
was considered necessary. The last few patients treated here have 
gone without braces and have seemed to progress as rapidly as those 
who wore the braces; nor have they shown any bad effects. As soon 
as the leg is able to bear the weight patients are allowed to start 
walking a little with crutches. The last four patients were placed in 
the rowing machine to encourage flexion as soon as they were able 
to get about with some ease. The rapidity of increase in flexion 
was surprising, a gain of 4 degrees a day being the average. This 
seems an easy method of getting the patient to bend the knee vol- 
untarily without pain. The rest of the treatment is of course, carried 
out at the same time. 

Patients are dismissed as soon as they are able to get about fairly 
comfortably. They are instructed in the best manner of continuing 
treatment at home, with heat, massage and exercises, and are advised 
against resorting to quacks or patent medicines. They are told to 
keep moving and to discard the crutches gradually when they are 
able to do so. 

As time elapses after arthroplasty more power and a largef 
range of motion develops as the knee begins to function more nor- 
mally. Power to flex the knee to 75 or 80 degrees and to extend 
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it to 170 or 175 degrees with stability is considered an excellent 
result. 

There are a number of danger signs to watch for in working 
on the knee; chief among them is a tendency to lateral movement, 
hyperextension, or flexion deformity. Any such tendency should 
be reported to the physician in charge at once so braces or casts 
may be applied. Forceful physiotherapy will hasten the period of 
soreness. Often there is a great deal of pain and anything but the 
gentlest motion will irritate the joint and cause the patient to stop 
working. It may be desirable to discontinue all treatment during 
this stage and just have the patient do a little walking to maintain 
some movement in the joint. There is always a time when motion 
seems to be at a standstill and the patient becomes very much dis- 


couraged. Manipulation may now often start motion again and the 


patient is given renewed courage. 

The physiotherapist is in closest contact with the patient at 
this stage and she is largely responsible for the safety of the knee 
and for the patient’s morale. 


EXTRACT FROM THE CONSTITUTION OF THE AMER- 
ICAN PHYSIOTHERAPY ASSOCIATION 
ARTICLE 1i—Purpose 

The purpose of this association shall be: 

(a) To form a nation-wide organ which will establish and 
maintain a professional and scientific standard for those 
engaged in physical therapy 

(b) To promote the science of physical therapy by cooperat- 
ing in the estabiishment of standardized schools of physical 
therapy and encouraging scientific research in the pro- 
fession 

(c) ‘To cooperate with or under the direction of the medical 
profession and to provide a central registry which will 
make available to the medical profession efficiently trained 
assistants in physical therapy. 

(d) To provide a bureau of information which will be avail- 
able to members of the medical profession and the general 
public as well as to the members of the association 

(e) To bind the local chapters together. 


AMERICAN PHYSIOTHERAPY ASSOCIATION 
Application for Membership 


NAME 


PRESENT OCCUPATION ....... 


Send Application to the Secretary 
MISS IDA M. HAZENHYER, 2900 Mildred Ave., Chicago, IIL, 
who will forward membership blank. 
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CHAPTER DIRECTORY 


AMERICAN PHYSIOTHERAPY ASSOCIATION, Cleveland Chapter 
President, Miss Rachel Farnsworth, The Commodore. 
Secretary, Mrs. W. A. Cleaveland, 15336 Welten Drive. 


AMERICAN PHYSIOTHERAPY ASSOCIATION, New York Chapter 
President, Miss Anna Voris, U. S. Marine Hospital, Stapleton, N. Y,. 
Secretary, Miss Kathryn Park, 614 Park Ave., Plainfield, N. J. 


MASSACHUSETTS PHYSIOTHERAPY ASSOCIATION, INC. 
President, Miss Edith Monro, i22 Concord St., Newton Lower Falls. 
Secretary, Miss Susie L. Pierce, 1862 Beacon St., Brookline. 


CHICAGO PHYSIOTHERAPY ASSOCIATION 
President, Cora A. Hauser, 743 Cornelia Ave. 
Secretary, Civilla L. Kirk, Wesley Hospital. 


AMERICAN PHYSIOTHERAPY ASSOCIATION, Oregon Chapteg 
President, Miss Evea Applegate, 143 Floral Ave., Portland. 
Secretary, Miss Lucile B. Rice, 696 Johnson St., Portland. 


PENNSYLVANIA PHYSIOTHERAPY ASSOCIATION, INC. 
President, Miss Blanche Sim, 1520 South 55th St., Philadelphia. 
Secretary Miss Lillian Moyer, 4400 Baltimore Ave., Philadelphia. 


DISTRICT OF COLUMBIA PHYSIOTHERAPY ASSOCIATION 
President, Miss Mia Donner, Washington Medical Building. 
Secretary, Miss Emma Vogel, Walter Reed General Hospital. 


WASHINGTON PHYSIOTHERAPY ASSOCIATION 
President, Miss Elsie Child, 311 Douglas Building, Seattle. 
Secretary, Miss Signe Fossom, Virginia Mason Hospital, Seattle. 


CHAPTER NEWS 

The last and annual meeting of the New York Chapter was quite a festive 
occasion. We broke away from our regular routine and met at the home 
of one of our members for an old fashioned spread. When we arrived we 
found the snowy white cloth on the living room floor just like a picnic and 
being very active P. T.’s we were able to drape ourselves gracefully around 
on cushions. 

The banquet being o’er, a fairy waved her wand and we were back once 
more in the living room ready for our business meeting. As there were a 
goodly number of us at convention in Washington we tried to impart a little of 
the pep and enthusiasm gathered there to the poor unfortunates left behind 


The regular monthly meeting of the Pennsylvania Physiotherapy Ass 
ciation was held June 3 at the Polyclinic Hospital. This being the last meet 
ing night of the season the entire evening was given over to the discussiom 
of chapter business and hearing an extremely interesting report of the sii 
annual convention, read by Miss Sim, who was one of our delegates aid 
also the author of the report. 

We are proud to say that our chapter is now an incorporate body undef 
the laws of Pennsylvania. 
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ADVERTISEMENTS 


COURSE IN PHYSIOTHERAPY 


OCT. 1, 1927-——JUNE 1, 1928 


An Eight Months’ Thorough Course in 
Massage, Electro- Mechano- Hydro- and 
Thermotherapy 


Excellent opportunity for Clinical and Bed-Side Practice. 
Prepares for Pennsylvania State Board Examinations. 


Circulars on Request 


Philadelphia Orthopedic Hospital 


Infirmary for Nervous Diseases 
17th and Summer Streets ~ Philadelphia, Pa. 


MARTIN LESCH 


ORTHOPAEDIC. APPLIANCES 


Trusses 


163 EAST 52nd STREET, NEW YORK 
ye Lady Attendant by Appointment 
Phone: Plaza 9053 
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ADVERTISEMENTS 


New Haven 
School of Physiotherapy 


303 Whitney Avenue 
New Haven, Conn. 


NINTH YEAR - 1927-1928 


TECHNICIANS 


This school offers a school year course, under medical 
direction, preparatory to high grade positions as phys- 
iotherapy technicians. Regular faculty of eleven phys- 
icians. Lectures by noted American and foreign 
Specialists. The course is comprehensive in theory and 
practice of all phases of physical therapeutics. The 
school maintains its own completely equipped practicé 
clinic. By special arrangement hospital practice is pro- 
vided. School year, October 3, 1927, to June 10, 1528, 


REQUIREMENTS 


Graduation from a secondary school, plus two years of 
physical education, nursing or collegiate work. High 
school graduates accepted on probation. Post graduate 
course of one year, diploma representing two years, 
starts fall of 1927. 


PHYSICIANS | 
Special short courses are arranged for graduates in 
medicine. 

Catalog Sent on Application to 
HARRY EATON STEWART, M. D.~ 
303 Whitney Ave., New Haven, Conn. 
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